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ABSTRACT
Introduction: The prevalence of children with autism spectrum disorder is increasing each year. Intervention pro-
grammes towards improving the occupational needs such as daily activities of these children are limited. This study 
aimed to collect opinions from advisory panel for the content validation of the three developed intervention pro-
grammes to be implemented among children with autism spectrum disorder aged between 6 to 12 years. The inter-
vention programmes are; i) self-regulated learning, ii) sensory integration intervention and iii) activity-based interven-
tion. Methods: A cross-sectional study was conducted. Twenty occupational therapists with more than three years’ 
experience working with children with autism spectrum disorders were recruited as advisory panel members.   Re-
searchers-developed questionnaire was used. The questionnaire consists of nine to eleven items. Each item consists 
of a five-point Likert scale for quantitative responses and open-ended questions for qualitative responses. Results: 
Advisory panel ratings of ‘Good’ to ‘Excellent’ was reported across most items in all three intervention programmes. 
Overall results suggested that the intervention programmes content was rated to be suitable for children with autism 
spectrum disorder. Constructive comments were adopted to clarify the activities and structure of the intervention 
programmes. Final development of the intervention programmes is presented. Conclusion: This study provides con-
fidence for the interventions to be incorporated into the future randomised controlled trial.   
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INTRODUCTION
Autism Spectrum Disorder (ASD) is defined as 
having difficulties with social interactions and social 
communication, and restrictive and repetitive patterns 
of behaviours, interests or activities (1) that affect their 
performances in everyday lives. With the increase 
prevalence of children with ASD (2), it is essential 
to provide an effective intervention programme to 
overcome numerous problems related to these children 
and increase their performances in everyday activities.
Occupational therapy is a profession with a wide 
range of services to offer for children with ASD. The 
most common used of intervention for children with 
ASD includes behavioural intervention (3) sensory 
integration and sensory-based intervention (4), activity-
based intervention (4) and social skills and social 
communication training (5).
With the common used of intervention applied for 
children with ASD, it seems that intervention which 
emphasis on occupational-driven activities and 
cognitive approaches of activities remained limited. 
Occupation-driven activities is defined as interventions 
that are specifically focused on the purposeful activities 
of the person, which are goal directed and meaningful 
to the person (6). Cognitive approaches of intervention 
are applying techniques reflecting on one’s thinking 
patterns and the connections between thoughts, feelings, 
and behaviours (7).  This approach was found to show 
improvements in children’s adaptive behaviours and 
social participation (8). However, most cognitive 
approaches of intervention were targeting social skills 
and suitable to be implemented for older children (8). 
According to Bandura (9), lack of cognitive control 
might prevent a person from modifying or inhibiting 
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their behaviour problems. Therefore, using a cognitive 
approach in children with ASD may stimulate their 
cognitive abilities to understand their own problems. 
Children with ASD in majority have good intellectual 
ability (10), therefore intervention using a cognitive 
approach focusing on the children’s occupational needs 
and suitable for younger children should be developed 
as an alternative intervention.
Three interventions were developed to address the needs 
of children with ASD, these are the i) sensory integration 
intervention (SI) as a commonly used intervention, ii) 
the activity-based intervention (AB) as a commonly used 
conventional occupational therapy intervention and iii) 
self-regulated learning (SRL) as a cognitive approach 
intervention emphasizing on occupation-driven 
activities. The process of participant enrolment and 
group allocation are shown in the CONSORT diagram 
(Figure 1).
Before the three interventions can be applied in 
practice, a feasibility study needs to be implemented 
first. A feasibility study needs to be conducted to ensure 
the instruments used in the study are appropriate and 
interventions developed are safe and beneficial for 
the participants that can derived a desired outcome 
for research (11). Preliminarily, the SRL, SI and AB 
interventions were developed based on a review of 
literature. Therefore, the developed interventions are 
needed to be validated by advisory panel members 
to facilitate a planned randomised controlled trial 
in evaluating the effectiveness of the developed 
interventions. This process is essential to test the integrity 
of the study protocol for the future trial and determine 
the suitability of the intervention for children with ASD 
aged 6 to 12 years old (5, 12). Therefore, this study 
aimed to collect opinions from advisory panel for the 
content validation of the three developed intervention 
programmes to be implemented among children with 
autism spectrum disorder aged between 6 to 12 years.
MATERIALS AND METHODS
Study design of the advisory panel
The advisory panel members were recruited in a cross-
sectional study design to assess the feasibility of the 
Figure 1:  CONSORT flow diagram
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Table I: Protocol of the randomised controlled trial study
Design Three-armed parallel randomised controlled trials
Randomisation Computer generated randomisation table
Blinding i) A clerical staff are responsible to allocate the clients into a randomisation table without knowing which interven-
tion groups 
ii) Pre-evaluation is conducted randomly by accident by two research assistant with an occupational therapy back-
ground without knowing which participant in which group. There is no specific client on specific assessor
iii) The post-evaluation is conducted randomly by accident by two research assistant with an occupational therapy 
background. There is no specific client on specific assessor
iv) Only one therapist is responsible to one intervention group
Participants Inclusion i) Aged 6 to 12 years
ii) Diagnosed with ASD in accordance with the DSM-5
iii) Overall raw scores >10 on the maladaptive behaviour index in VABS-II
iv) IQ ≥50 (moderate intellectual disability to normal intelligence)
Exclusion i) Diagnosed with Asperger syndrome or any other pervasive developmental disability or dual diagnosis. 
ii) Children who did not attend school or were home schooled 
Recruitment An initial advertisement about the study was distributed at the local centres and schools in Greater Kuala Lumpur area. 
All interested participants contacted the primary researcher and appointments were made at the location setting to 
screen the child’s eligibility by the primary researcher. Study detail is explained in written and oral to the participants. 
Parents were asked to sign the consent form on behalf of their children. Once consent was obtained, the children were 
randomly allocated to one of the three interventions.
Sample size Sample size of 60 children – with 20 children per group (80% power, α≤0.05, effect size of 5%,) with consideration on 
15% dropout rate was calculated using G*power software (19) based on the clinical, meaningful self-regulation results 
from Liu and Chan (20)
Location and setting One day-clinic of occupational therapy centre  
Data collection point i) Pre-intervention, ii) Post-intervention, iii) Follow-up after one month post- intervention
Outcome measurement i) Vineland Adaptive Behaviour Scale 2nd Edition (VABS-2), ii) School Function Assessment (SFA), iii) Behaviour Rating 
Inventory of Executive Function (BRIEF), iv) Sensory Profile (SP), v) Sensory Processing Measure (SPM), vi) Walker-Mc-
Connell Scale (WMS)
Intervention procedure Self-regulated learning Client is shown a model video depicting a person performing one daily task. The child then performs the task while 
being recorded using a camcorder. Then, the recording is transferred to a laptop/tablet where both model and the 
child’s video played simultaneously. The child needs to compare and recognize any mistake with the assistance of the 
therapist.
Sensory integration Based on 10 fidelity measures of Sensory Integration (16) where the child is guided to a playful 8–stations of sensory 
challenging activities in a clinic environment. The activities involve physical activities rich on vestibular, tactile and 
proprioceptive stimulation.  
Activity-based The child performs regular therapy involving interactive table task activities with the therapist. Focused on three main 
activities; i) construction, ii) drawing and  iii) crafts
Duration of the intervention Once a week for the duration of 12 weeks
Trial registry NCT02496819
Funding Western Sydney University HDR Candidature Support Funding, School of Science and Health
Ethics approval Ethical approval was obtained from the Western Sydney University Human Ethics Committee (H10816), the Economic 
Planning Unit of the Prime Minister’s Department of Malaysia (UPE: 40l2OOl19/3128) and Universiti Kebangsaan 
Malaysia (NN-162-2014).
three intervention programmes on children with ASD 
aged 6 to 12 years old. Recruiting an advisory panel 
is commonly conducted to establish agreement and 
provide solution for a topic with insufficient information 
or relatively new challenges (13). The method is 
relevant as decision is provided by individuals with 
similar interest and expertise. Therefore, the outcome 
is considered trustworthy and credible to be applied in 
practice. Ethical approval was obtained from the Western 
Sydney University Human Ethics Committee (H10816), 
the Economic Planning Unit of the Prime Minister’s 
Department of Malaysia (UPE: 40l2OOl19/3128) and 
Universiti Kebangsaan Malaysia (NN-162-2014).
Participants and recruitment 
Advisory panel members from Australia and Malaysia 
were purposively recruited by directly contacting 
experienced occupational therapists. Inclusion criteria 
included i) occupational therapists, and ii) have 
experience working with children with ASD. Advisory 
panel were excluded if they have less than three years 
of experience working with children with ASD. Consent 
was obtained prior to their participation in the study.
Intervention programs
Three intervention programs were developed to address 
the needs of children with ASD aged 6 to 12 years old. 
The SRL program was designed based on the approached 
originated from Bandura (9) social–cognitive theory. SRL 
involves self-monitoring and self-modification of one’s 
behaviour (14). The intervention in the SRL program are 
more towards occupation-driven activities (e.g. daily 
activities, school tasks). The SI program was developed 
based on Ayres (15) theory in addition to Parham, Roley 
(16) 10 fidelity measures. The AB program was adapted 
from Pfeiffer and colleagues (17) study which included 
three main activities: i) construction, ii) drawing and 
iii) crafts. All three programs will be implemented in 
a 60-minute session per week for a total of 12 weeks’ 
duration. The intervention protocol is described in Table 
I.
Questionnaire for advisory panel review 
A questionnaire was developed to determine the 
feasibility of the interventions. The questionnaire 
was developed by the first and fifth author. There 
is no standard guideline to design and evaluate the 
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feasibility studies from the literature (18). Therefore, 
the item generated for the questionnaire is based on the 
suggestion by Bowen and colleagues (18) which needs 
to focus on eight aspects: i) acceptability, ii) demand, 
iii) implementation, iv) practicality, v) adaptation, vi) 
integration, vii) expansion and viii) limited efficacy. The 
questions were tailored to suit the eight aspects without 
the needs to specify each of the aspect. After the initial 
development, the questionnaire was validated by all 
authors until consensus were reached. 
Procedure 
Each advisory panel member was invited to review one 
intervention programme. The intervention programme 
provided to the panel are the initial protocol developed 
of the intervention programmes. The assignment 
of interventions to panel members was random. 
The programme was mailed to the panel members 
with the corresponding review questionnaire. Each 
intervention programme has its separate questionnaire. 
The questionnaire contains seven sections on specific 
tasks/activities, durations, instructions, procedures and 
physical layouts. Advisory panel members were asked 
to rate the suitability of the intervention for children 
with ASD aged 6 to 12 years old on a five-point Likert 
scale (where 1 = poor, 2 = fair, 3 = good, 4 = very good 
and 5 = excellent). Open-ended feedback was also 
requested. After one month, the panel is contacted by 
the researcher via email and telephone as a reminder 
to return the completed questionnaire. If the panel have 
not completed the questionnaire, two weeks additional 
duration is given before the second reminder was given. 
The panel members were to return the completed 
questionnaire via a prepaid envelope provided.
Analyses
Data were analysed descriptively using frequencies (n) 
and percentages (%) for quantitative response. Internal 
consistency of the rating on each intervention group 
was analysed using Cronbach’s Alpha. The open-ended 
responses were synthesised narratively for the qualitative 
feedback.  
Patient involvement 
No patient was involved in any stages of this study; 
neither contributing ideas, designing the study, 
constructing the questionnaire, involves as a participant 
nor writing the manuscript. 
 
RESULTS  
In total, 20 occupational therapists from Australia 
and Malaysia reviewed the proposed SRL (n=7), SI 
(n=6) and AB (n=7) interventions. The demographic 
data of advisory panel members for each intervention 
programme is presented in Table II. 
Quantitative findings
For the feasibility analysis, the Likert scale response 
Table II: Demographic data of the advisory panel members
Self-Regulated 
Learning
 (N=7)
number (%)
Sensory 
Integration 
(N=6)
number 
(%)
Activity- 
Based 
(N=7)
number (%)
Gender Male - - 1 (14.3)
Female 7 (100) 6 (100) 6 (85.7)
Education 
level
Bachelor 2 (28.6) 5 (83.3) 6 (85.7)
Master 5 (71.4) 1 (16.7) 1 (14.3)
Country Australia 3 (37.5) 2 (25.0) 3 (37.5)
Malaysia 4 (33.3) 4 (33.3) 4 (33.3)
Years of 
clinical 
experi-
ences
3 to < 5 years 4 (57.1) 3 (50.0) 3 (42.9)
5 to < 10 years - 1(16.7) 1 (14.2)
10+ years 3 (42.9) 2 (33.3) 3 (42.9)
Working 
sector
Private 1 (14.3) 4 (66.7) 3 (42.9)
Government 4 (57.1) 1 (16.7) 3 (42.9)
University 1 (14.3) 1 (16.7) -
Not for profit 1 (14.3) - 1 (14.3)
were collapsed from a 5-point to a 2-point scale for 
ease of analysis (21). The response of ‘1=poor’ and 
‘2=fair’ was considered as ‘unfavourable’ response. A 
score of ‘3=good’, ‘4=very good’ and ‘5=excellent’ was 
considered as ‘favourable’. The ‘favourable’ responses 
on each question for each intervention programme are 
presented in Table III. All the three proposed interventions 
received over 70 percent of the ratings as ‘favourable’. 
However, a noticeable amount of ‘unfavourable’ ratings 
was provided in the SI intervention (34.4%). 
The internal consistency of questionnaire response for 
SRL is α = 0.928, for SI is α = 0.903 and for AB is α 
= 0.848. This indicates that the responses are strongly 
consistent for each question from all advisory panel 
members. 
Qualitative findings
A review on written feedback was conducted. Several 
of the comments were addressed in order to improve 
the intervention programmes and to maintain the 
robustness of the future study. Summary of the significant 
qualitative findings on each intervention for further 
improvement were provided below and example of 
pertinent qualitative comments from the advisory panel 
is provided in Table IV. 
Self-Regulated Learning
Some advisory panel members questioned the 
acceptability of the activities as appropriate interventions 
for the children as during the initial development of 
the intervention, 30 activities were included – some 
activities are more advanced for the age range of the 
children and some are less relevant for daily activities of 
the children. Several panel members requested for the 
steps of the activities to be broken down further.
Sensory Integration
Several panel members were concerned on how the 
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Table III: Percentage of ‘favourable’ response on the three developed interventions 
Question
Intervention
Self-Regulated 
Learning (n=7)
Sensory Integration
(n=6)
Activity-Based
(n=7)
General questions for all interventions
Content of the intervention Are the activities/interventions provided in the intervention program 
suitable for use with children with ASD between the ages of 6–12?
71.5% 100% 71.5%
Are the activities/interventions provided in the intervention program 
suitable to be used for children with ASD with normal to moderate 
IQs?
71.5% 100% 85.7%
Duration of the intervention Is the length of the intervention program appropriate? 71.5% 83.4% 100%
Instructions Are the instructions provided clear and easy to understand? 71.5% 100% 100%
Are the activity procedures for weeks 1–12 of the intervention pro-
gram easy to follow and clearly stated?
100% 100% 71.5%
Physical layout Is the physical layout of the intervention program appropriate? 100% 100% 100%
On specific intervention
Self-Regulated Learning Are the targeted tasks set in the intervention program appropriate? 71.5% Not Applicable Not Applicable
Are the task steps appropriate for application in children with ASD 
aged 6–12 with normal to moderate intelligence?
100% Not Applicable Not Applicable
Sensory Integration Does the intervention program meet the requirements of Parham’s et 
al. (2011) 10 fidelity measures of SI?
Not Applicable 66.6% Not Applicable
Is the composition of the intervention program appropriate? Not Applicable 100% Not Applicable
Do the suggested activities meet with the proposed rationale? Not Applicable 83.4% Not Applicable
Table IV: Qualitative comments from the advisory panel members 
Intervention Selected pertinent qualitative response
Self-Regulated Learning “I am concerned whether these skills could be generalised to apply to a real-life context”.
“May need to break down further and presented visually”.
“Some activities are not suited to age group of 6-12 years; this all depends on how well the verbal and visual instructions 
are used”.
Sensory Integration “The activities are age appropriate; however, the degree of structure runs the risk of the activity not being aligned with the SI 
approach”.  
“If the same activities are to be repeated for 12 weeks, children might get bored and the effectiveness will be reduced”.
“This will provide sensory experiences, but it will be important to respond to the individual child’s responses to achieve a 
sensory integrative outcome”.
“Needs to take note of the child’s health. For example, if the child has asthma, the 60-minutes intervention needs to be cut 
down or the child needs to take frequent breaks”.
Activity-Based “I am concerned with the length of time required to sit at the table focused on these activities. Some of the craft items will 
need grading for younger or older participants’, these activities usually take longer”.  
“Not clear on the specific duration of stimulation”, or “Rating indicators needed to be clarified more” or “Need more expla-
nation on the checklists”, or “Some tasks are practiced more than others”.
“Be prepared that if the child is older, they may not want to do the craft activities as they may not be interested or exhibit 
sensory defensiveness to glue and messy play”
“I do not see a link between these activities and a reduction of behavioural problems”.
intervention fulfils the Ten Fidelity Measure of Sensory 
Integration framework and how to ensure the sensory 
experiences by the children is at ‘the right challenge’ 
as in the initial development of the SI intervention 
protocol, no specific description on each fidelity was 
provided in the manual. Duration and dosage of the SI 
intervention is also a concern among the panel as the 
initial development of the SI protocol proposed for the SI 
to be conducted in a full 60-minutes session, three times 
per week for 12 weeks. 
Activity-Based
Common concern from the panel is about the efficacy of 
the intervention as the panel identified that the activities 
may be meaningful but may provide little to negligible 
therapeutic values to improve the performance of the 
children with ASD. Other comments on the activities 
included that some of the activities might bore the 
children due to lack of variety and are too simple. Initial 
development of the AB intervention is by therapist-
driven on providing only one table-top activity for one 
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intervention session without the possibility to grading 
the intensity and challenges of the activities. 
Final development of the intervention programmes 
The initial intervention programmes were revised by 
addressing the comments made by the advisory panel.
Self-regulated learning 
The activities described in the SRL were maintained and 
explicit descriptions of the activities were provided. To 
address the advisory panel’s comments, the activities in 
the SRL were re-evaluated and they covered the major 
activities required for the children resulted to the final 
15 occupation-driven activities (pick up rubbish and 
throw it in the rubbish bag; pour water in the water 
bottle for school; tidy up after play activity; organise 
pencil case for school; pack own lunchbox for school; 
organise backpack for school; clean up after meals; cut 
along lines using scissors; glue and paste on paper; place 
books on bookshelves; erase pencil marks from books; 
write letters between lines in a book; keep clothing 
cupboard tidy; make own sandwich for school; buy 
snacks from school canteen). With the SRL strategies 
used in these commonly performed activities, the 
intervention could possibly enhance the generalisation 
of skills learned necessary for their daily life. In the 
future study, generalisation of skills learned will be one 
of the objectives to be addressed. 
The SRL intervention consists of nine steps; i) watch a 
video of the person completing a specific task, ii) name 
the steps involved in the task, iii) remember the steps, iv) 
perform the same task in a room while the performance in 
being videotaped, v) review own recorded performance 
and compare it with the original video to identify any 
errors vi) find appropriate solutions to identified errors, 
vii) perform the tasks again with identified solutions 
while the performance is being videotaped, viii) evaluate 
the effectiveness of the self-identified solution and ix) 
practice the rectified tasks performance. 
Sensory integration
The eight developed activity stations were maintained. 
Eight stations of activities were provided to suit the 
needs of children with ASD (jumping on a trampoline; 
walking on a balance beam; searching items in a ball 
pool; throwing an item into a basket while balancing 
on a therapy ball; crawling in a tunnel; swinging on 
a swing; climbing stairs; sticking stickers on a chart 
at a table). Further refinement of the procedure was 
provided. The SI intervention programme now consisted 
of a 10-minute warm-up session for the children to 
explore the SI equipment. The children are encouraged 
to complete as many cycles as possible within 30 
minutes—taking 15 minutes for each cycle, and a 
five-minute break between them. Afterwards, specific 
sensory stimulations are provided for a further five 
minutes. Cool down activities are conducted at the end 
of the session. All the interventions are monitored and 
observed by the therapist to ensure that no injury occurs 
during the one-hour session for each child. An upgrade 
or downgrade of each intervention is initiated by the 
therapist to ensure that the activity performed in the SI 
intervention is suitable (‘a just-right challenge’) for each 
child’s needs. To address the comments provided by the 
advisory panel, the intervention will be run by SI-trained 
therapist. Before and after every session, the activities 
will be reviewed and evaluated to align them with the 
10 fidelity measure stated by Parham and colleagues 
(16). The SI intervention was developed based on the 
10 fidelity measures of SI as described by Parham and 
colleague (16) (Table V). 
Activity-based
Activities for the AB group were reviewed. The AB 
intervention was adapted from the study of Pfeiffer and 
colleagues (17). It focused on three main activities: i) 
construction (e.g. completing jigsaw puzzles; building 
shapes with Lego; using blocks and bricks to create 
shapes/buildings), ii) drawing (e.g. drawing with crayons 
and pencils; painting), and iii) crafts (e.g. using variety 
of materials to create an artwork). In order to cater for 
children with different functioning, therapist providing 
this intervention is given a variety of possible activities to 
choose for easy up- and down-grading. The programme 
consists of a 20-minute construction activity, a 15-minute 
drawing activity, a five-minute rest and a 20-minute 
craft activity. Frequent flexible free-activities are also 
provided during the session to minimise boredom. As 
the AB group is planned to be a control group, any effort 
of feedback to enhance its effectiveness is addressed at 
minimal.
DISCUSSION
The results of the feasibility study provided an important 
role towards the robustness of each of the intervention 
programmes. According to French and colleagues 
(22), the potential reasons for a varied unsuccessful 
management in an intervention is due to lack of feasibility 
testing of the proposed intervention. Lack of testing 
in an intervention may lead to the intervention being 
inapplicable, not practical, not addressing the needs of 
the practitioners and clients, and not feasible for real-life 
implementation and practice (5, 12). Moreover, lack of 
fidelity may result in an inappropriate use of instruments 
failing to measure the changes in the outcome. As 
indicated in this study, feasibility studies provided an 
opportunity to identify any practical problems and 
enable researchers to rectify the issue and refine the 
research protocol ensuring methodological rigor and 
scientific validity (23, 24). Therefore, this feasibility 
study is used to estimate the important parameters that 
are needed to design a primary randomised controlled 
trial study and explicitly described the intervention for 
practice.
van Teijlengen and Hundley (24) stated the majority 
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of the pilot and feasibility studies provide a simple 
conclusion on justification of the instruments or methods 
selected. In addition, many pilot and feasibility studies 
vaguely comments “had learnt from the pilot study and 
made the necessary changes” (p.36) but failed to provide 
the detail on what had been learnt. This feasibility study 
indicated new interventions are open to comments and 
can be improved. The SRL approach is different to what 
is currently being applied in practice. Therefore, new 
intervention such as the SRL requires clear explanation 
to provide good understanding to the practitioners. 
Additional information was provided on the relevancy of 
the chosen tasks, breakdown of the intervention session 
(i.e. watch the video, recording session, replay session, 
precaution measure – rest) and provide clear instructions 
to assist therapists with running the intervention.
Established interventions were also critiqued for 
improvement. Although the SI intervention programme 
received ‘favourable’ ratings on almost every question, 
queries were raised on whether the intervention could 
fulfil the 10 fidelity measure of Parham et al. (16).  These 
limitations were constantly voiced in other studies 
related to SI intervention (17, 25-27). Following the 
concerns from the advisory panel members, an objective 
and description regarding how the SI intervention 
addresses the 10 components of the fidelity measure are 
described. Changes were also made in relation to the 
repetition of activities. This was addressed by including a 
detailed description of the modifications of the activities 
to ensure that every child would be provided with ‘just-
right-challenge’. These modifications enhanced the 
robustness of the SI intervention programme.
The majority of the advisory panel members perceived 
the activities in the AB intervention were relevant but 
questioned the efficacy of the AB in relation to the 
research objectives. This outcome was expected as 
the advisory panel members were blinded to which 
group was the intervention and which was the control. 
This indicated that the AB programme was a suitable 
control group. A good control group should provide a 
sham intervention to prevent any improvement that can 
be devoted toward placebo effect and has not enough 
therapeutic value to provide significant improvement, 
and using active placebo intervention as a control group 
is more ethical than no treatment (28). Therefore, the 
developed AB programme fulfils these criteria.  
The evidence of most aspects receiving a ‘favourable’ 
rating overall indicates that the interventions are 
relevant to be applied for future study. This has 
increased the confidence for conducting future research 
(29). Validation and positive response received from 
the advisory panel ratings from Australia and Malaysia 
confirmed that all three intervention programmes have 
potential to be generalised for international use. 
This feasibility study is limited to validating the 
intervention programmes and the research design 
from the perspective of advisory panel. Further studies 
are required to observe the practice application of 
Table V: The SI intervention addressing Parham’s et al. (2011) 10 fidelity measures
10 fidelity measures Description 
Ensuring physical safety by ensuring that the child is 
safe throughout the intervention.
The therapist will observe and supervise the children to ensure physical safety throughout the activities. 
Any injury or accident that occurs during the sessions will be reported immediately by the therapist to the 
attendant and therapist in charge
Providing sensory opportunities by presenting vari-
ous experiences of more than one sensory modality 
(e.g., tactile, vestibular and/or proprioceptive).
Intervention design providing various sensory experiences of tactile, proprioceptive and vestibular stimu-
lations
Providing ‘just-right challenges’ by choosing activi-
ties that are neither too difficult nor too easy.
All the activities will be upgraded and downgraded to provide ‘just right challenges’ based on the chil-
dren’s capabilities
Collaborating when making activity choices The intervention begins with a warm-up activity for the children to explore the sensory integration room/
equipment for 10 minutes’ duration. Therapist encourages the children to be part in decision making of 
each activity at the eight stations where sequences, equipment, materials is determined by the child and 
negotiated with the therapists
Challenges postural, ocular, oral or bilateral motor 
control 
Therapist supports and challenges the child’s postural, ocular, oral or bilateral motor control. A 30 min-
utes’ duration will be given to the child to ensure the challenges are fulfilled. 
Supporting optimal arousal by providing changes in 
the environment or activities to support the level of 
the child’s alertness
The therapist will need to ensure that the activities create fun while  helping to attain and maintain level 
of alertness and an affective state supporting engagement and comfort in the activities
Challenges praxis and organization of behaviour The intervention will provide challenges to the child’s ability to conceptualised and plan own motor tasks 
using tactile, proprioceptive and vestibular stimulations in addition organization of own child’s behaviour 
in time and space will be supported by the therapist
Ensuring successful activities All the activities will be modified based on the children’s experience to success involving response to 
challenge (sensory modulation or discrimination; postural, ocular or oral control; or praxis)
Supporting intrinsic motivation to play The room will be arranged to ensure play in fully utilised by the child
Fostering therapeutic alliance by respecting the 
child’s emotions, conveying positive regard and be-
ing connected with the child to gain the child’s trust.
Therapist builds a connection with the child in an enjoyable friendship. Therapist work together with the 
child in achieving one or more goals. Encouragement, prompting and motivation will be given by the 
therapist to the children throughout the session
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the intervention and the use of instruments in the real 
setting (12, 23, 24). A separate study investigating the 
application and validity of some of the instruments used 
in this study has been published elsewhere (30).  A study 
investigating the acceptance of the interventions among 
other stakeholders such as the children with ASD, 
parents, teachers and other allied health professionals 
is desirable.
CONCLUSION
This feasibility study provides support for three 
developed intervention programmes to be incorporated 
into a full clinical trial. Outcomes from this feasibility 
study enhances the acceptance and robustness of the 
intervention. Success of an intervention study depends 
on the ability to minimise challenges when conducting 
the full trial. Therefore, this study is hoped to provide a 
guideline of how occupational therapy intervention can 
be conducted in the future. 
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